SUMMARY
We report the case of a 55-year-old woman with mixed connective tissue disease (MCTD), who developed perimyocarditis associated with massive pericardial effusion. The diagnosis of MCTD was based on clinical and serological findings. We confirmed myocarditis by right ventricular endomyocardial biopsy. The pericardial effusion gradually disappeared after the administration of prednisolone. Although there have been several reports of cardiac disease in adult MCTD, few cases of adult MCTD having perimyocarditis associated with massive pericardial effusion have been reported.
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IXED connective tissue disease (MCTD), described by Sharp et al in 1972,1) is a rheumatic syndrome characterized by overlapping features of systemic lupus erythematosus, progressive systemic sclerosis and polymyositis and by high titers of antibody to ribonuclease-sensitive ribonucleoprotein (RNP). It has been distinguished from other connective tissue diseases by a relative lack of renal involvement, its steroid responsiveness and benign prognosis.1) Pericarditis and congestive heart failure occur as the cardiovascular manifestations of MCTD in childhood.2) However, reports of cardiac disease in adult MCTD comprise only a few cases.3), 4) In 26.7u/ml, C3 76mg/dl and C4 32mg/dl. Pulmonary function tests including a spirogram and pulmonary perfusion scan were normal. Arterial blood gases obtained while the patient was breathing room air showed a pH of 7.46, an arterial carbon dioxide tension (PaCO2) of 37mmHg and oxygen tension (PaO2) of 75mmHg. A roentgenogram of the chest on admission showed marked cardiomegaly (CTR 75%), but there was no interstitial shadow in the lung fields (Fig.1A ). An electrocardiogram on admission showed a delta wave on the QRS complexes and a depressed ST segment in I, aVL, V4, V5, V6 (Fig.2 ). An echocardiogram performed immediately after admission showed a "swinging heart" by the massive pericardial echo-free space anterior to the right ven- tricle and posterior to the left ventricle and fluttering of the anterior mitral leaflet at diastole, but no aortic valve abnormalities (Fig.3A) . Hemodynamic data obtained with a Swan-Ganz catheter showed a right atrial mean pressure of 7mmHg, right ventricular systolic pressure of 38mmHg, right ventricular diastolic pressure of 3mmHg, right ventricular enddiastolic pressure of 9mmHg, pulmonary arterial systolic pressure of 30mmHg, pulmonary arterial diastolic pressure of 11mmHg, and pulmonary capillary wedge pressure of 10mmHg. A dip and plateau pattern of the right ventricular pressure was not observed. Blood pressure was 190mmHg systolic and 70mmHg diastolic. The cardiac index was 4.37 L/min/M2.
From these results, pericarditis with a massive pericardial effusion was suspected, and pericardial paracentesis was performed. Three hundred ml of straw-yellow colored fluid was obtained. The fluid contained 4800mg/dl protein, 107mg/dl sugar and no bacteria (including mycobacterium tuberculosis). Cytological examination of the fluid revealed that it was Papanicolaou's class 1. An echocardiogram after pericardial paracentesis still demonstrated a massive pericardial echo-free space, but the "swinging heart" signs had disappeared. Fig.4 An aortogram made on the 60th hospital day showed aortic regurgitation of Sellers' grade II. However, abnormal levogram findings were not detected. The histopathological findings of a myocardial sample, obtained by right ventricular endomyocardial biopsy at catheterization, revealed disorganization and fragmentation of myocytes, a scarcity of myofibrils and myocytolysis. Fatty degeneration and perivascular and diffuse interstitial fibrosis were also found. These findings were suggestive of myocarditis (Fig.4) .
Daily administration of 30mg prednisolone was promptly started, and the polyarthralgia and polymyalgia improved several days later. The massive pericardial echo-free space on the echocardiogram gradually disappeared (Fig.  3B) , and cardiomegaly on chest roentgenogram was decreased (Fig.1B) . The pericardial effusion has not appeared since the administration of prednisolone and the dose of prednisolone has been tapered gradually to 5mg every other day. Further studies on patients with connective tissue disease and myocarditis are needed to define the correlation between high titers of anti-ribonuclease-sensitive RNP and disease states.
The aortogram of our case also revealed aortic regurgitation. Singsen et al2) reported that only one pediatric patient out of 14 children with MCTD had aortic regurgitation, but there has been no adult case of MCTD having aortic regurgitation.
A deformity, a thickening or a bicuspid aortic valve was not found in the echocardiogram and/or aortogram.
Thus, the etiology of the aortic regurgitation is unknown in our case.
